Introduction {#sec0001}
============

Spontaneous regression of pituitary adenoma is a relatively rare phenomenon [@bib0001],[@bib0002]. It is usually described as a result of apoplexy. Pituitary apoplexy is hemorrhage, infection or infarction of the pituitary gland. Pituitary macroadenoma is the most common suprasellar lesion in adults [@bib0003]. If symptomatic, it is managed surgically via transsphenoidal resection. Patients commonly present with headache and visual disturbances. If the tumor is large enough, it may have mass effect and patient may present with symptoms of elevated intracranial pressure like severe headache, nausea, and vomiting. Functional adenomas may cause endocrine dysfunction [@bib0003]. Here, we describe a case of pituitary adenoma in a young adult female who presented with headache. Further evaluation revealed a significantly enlarged pituitary gland with an adenoma. Surgical planning was done for a transsphenoidal resection. However, repeat preoperative imaging revealed spontaneous resolution of the tumor.

Case history {#sec0002}
============

A 22-year-old female presented to the Neurosurgery Department with complaints of headache for 1 month. She also gave history of weight gain in the last 6 months.

On examination, her vitals were within normal limits. She was conscious, oriented, and obeying verbal commands. There was no sensory loss or motor deficits. Cranial nerves were normal and pupils were reactive. Visual field examination by confrontation method was normal.

Contrast-enhanced computed tomography (CT) brain done at the time of admission revealed small well-defined extra-axial homogeneously enhancing midline suprasellar lesion. Following this, a contrast-enhanced magnetic resonance imaging (MRI) was done which showed diffusely bulky pituitary gland showing heterogeneous post contrast enhancement. Superiorly, it was crossing the diaphragma sellae, and abutting the optic chiasm. Laterally, on either side, it was abutting bilateral cavernous internal carotid artery (ICAs) with angle of contact \<180°. A diagnosis of pituitary macroadenoma was made.

Hormonal profile was done, which showed mild elevation of prolactin and decrease in serum thyroid stimulating hormone (TSH). Rest of the hormones (serum cortisol, T3, T4, FSH and LH) were within normal limits.

Patient was started on thyroxin and planned for transnasal, transsphenoidal endoscopic tumor excision. Repeat preoperative MRI was done 17 days later which showed normal size of the pituitary gland with homogeneous post contrast enhancement and no evidence of previously visualized macroadenoma.

Surgery was withheld and patient was planned to be managed conservatively. She was discharged in hemodynamically stable condition.

Discussion {#sec0003}
==========

We present a case of pituitary lesion which showed resolution or regression in a matter of just 17 days without any steroid treatment. The differential diagnoses for sellar and suprasellar lesions comprise of a variety of neoplastic, vascular, and non-neoplastic inflammatory pathologies. Neoplastic causes include pituitary adenomas, metastases, Rathke\'s cleft cyst, craniopharyngioma and meningioma. Inflammatory lesions include sarcoid and autoimmune hypophysitis [@bib0003]. Spontaneous regression of pituitary adenoma is frequently reported. However, the underlying mechanism resulting in regression is not clearly understood [@bib0001],[@bib0002],[@bib0004]. One of the mechanisms to explain this is pituitary apoplexy [@bib0001],[@bib0002].

Pituitary apoplexy is a rare but life-threatening complication [@bib0001]. It is usually seen in highly vascular adenomas namely prolactinomas and corticotropinomas [@bib0005]. Spontaneous regression of nonfunctioning pituitary adenoma is rare [@bib0002]. Pituitary adenoma can be asymptomatic or pituitary apoplexy may be the first indication that a tumor is present, especially when it is nonfunctional [@bib0005],[@bib0006]. Patients may present with headache, nausea, vomiting, visual field defect, ophthalmoplegia, altered sensorium and in severe cases subarachnoid hemorrhage [@bib0001],[@bib0003],[@bib0006]. The most common symptom is headache [@bib0002],[@bib0006], as in our case followed by visual deficits, nausea, vomiting and ocular palsy [@bib0002].

The start of spontaneous regression of pituitary adenoma following apoplexy has not been clearly defined. It can occur as early as 1 week following an apoplectic event [@bib0002]. Apoplexy occurs when there a rapidly growing tumor which exceeds its vascular supply [@bib0006]. Another theory to explain apoplexy is that the growing mass results in compression of the portal vessels which results in ischemic necrosis with or without hemorrhage [@bib0001],[@bib0006]. Risk of apoplexy is increased if there is concomitant anticoagulant medication, use of oral contraceptive pills, clomiphene, following provocative tests for pituitary reserve assessment, head trauma, neurosurgery, pregnancy, thrombocytopenia and increased intracranial pressure [@bib0004],[@bib0005].

CT and MRI are excellent imaging tools for the diagnosis of pituitary adenoma. On CT, patchy or confluent areas of hyperdensity that correspond to areas of hemorrhage which are seen in apoplexy [@bib0002]. However, MRI is superior to CT in detecting pituitary adenoma and the various stages of bleed within the adenoma. In the acute phase, the hemorrhagic area appears hyperintense of T1-weighted image and mixed hypo- and hyperintense on T2-weighted image [@bib0002].

Pituitary apoplexy requires urgent neurosurgical intervention in the form of early transsphenoidal decompression [@bib0006]. However, in case of absolute contraindication, medical management can also be done. Initial management like correction of electrolyte imbalance, hemodynamic stabilization and corticosteroid replenishment may be required [@bib0003],[@bib0006]. Our case did not require it as she was completely stable.

In our case, since the pathology was not obtained, we cannot rule out any physiological cause of pituitary hyperplasia. MRI showed complete resolution of the adenoma. However microscopic remnants of tumor cells cannot be ruled out. The patient may be at a risk of recurrence [@bib0004]. Therefore, such patients need careful long-term follow up [@bib0001].

Conclusion {#sec0004}
==========

Pituitary apoplexy is one of the rare but documented cause of sudden disappearance of pituitary macroadenomas. There is no definite evidence to diagnose a case of apoplexy but a very strong clinical suspicion for it. This entity must be considered as a differential in a case of nonvisualization or a decrease in size of a previously documented pituitary lesion who has not been treated in any other way ([Fig. 1](#fig0001){ref-type="fig"}, [Fig. 2](#fig0002){ref-type="fig"}, [Fig. 3](#fig0003){ref-type="fig"}).Fig. 1Sagittal and coronal contrast-enhanced CT images showing heterogeneously enhancing pituitary gland in the sellar region.Fig 1Fig. 2Sagittal and coronal contrast-enhanced T1-weighted MR images showing heterogeneously enhancing enlarged pituitary gland crossing the diaphragma sellae, and abutting the optic chiasm. Laterally, on either side, it was abutting bilateral cavernous ICAs.Fig 2Fig. 3Sagittal and axial T1-weighted contrast-enhanced MR images, taken 17 days later, showing a normal sized pituitary gland.Fig 3
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